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This visit was for the Investigation of F 0000
Complaint IN00195394.
Complaint IN00195394 - Substantiated.
Federal/State deficiencies are cited at
F157 and F282.
Survey dates: March 29 and 30, 2016.
Facility number: 000091
Provider number: 155689
AIM number: 100290080
Census bed type:
SNF: 7
SNF/NF: 164
Total: 171
Census payor type:
Medicare: 8
Medicaid: 126
Other: 37
Total: 171
Sample: 3
These deficiencies reflect State findings
cited in accordance with 410 IAC
16.2-3.1.
Quality Review competed by 14454 on
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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April 5, 2016.

483.10(b)(11)

NOTIFY OF CHANGES
(INJURY/DECLINE/ROOM, ETC)

A facility must immediately inform the
resident; consult with the resident's
physician; and if known, notify the resident's
legal representative or an interested family
member when there is an accident involving
the resident which results in injury and has
the potential for requiring physician
intervention; a significant change in the
resident's physical, mental, or psychosocial
status (i.e., a deterioration in health, mental,
or psychosocial status in either life
threatening conditions or clinical
complications); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form
of treatment); or a decision to transfer or
discharge the resident from the facility as
specified in §483.12(a).

The facility must also promptly notify the
resident and, if known, the resident's legal
representative or interested family member
when there is a change in room or
roommate assignment as specified in
§483.15(e)(2); or a change in resident rights
under Federal or State law or regulations as
specified in paragraph (b)(1) of this section.

The facility must record and periodically
update the address and phone number of
the resident's legal representative or
interested family member.

Based on record review and interview,

the facility failed to ensure a physician's

F 0157

Please accept this Plan of
Correction as our facility’s
Credible Allegation of compliance

04/06/2016
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order was clarified timely for one of three for our Recertification and State
residents reviewed who was in need of a Licensure Survey conclgdgd on
. . Lo . March 30, 2016. Submission of
clarification for an admission medication this Plan of Correction is not an
order. (Resident B) admission by Courtyard
Healthcare Centerthat the
Finding includes: deficiencies alleged in the survey
' are accurate or that they depict
o the quality of nursing care and
On 3/29/16 at 1:30 P.M., the clinical services provided to the residents
record for Resident B was reviewed. of our facility. This plan of
Resident B was admitted to the facility colrrT:cttl)on 1S belcr;g. submitted
. . solely because doing so is
on 2/.14./16. Diagnoses 1nch.1ded but were required by state and federal law.
not limited to, atherosclerotic heart Considering the volume, scope,
disease of native coronary artery with and severity of the alleged
unspecified angina pectoris, transient g?\;'g‘;’gfsp;ag'ce: no(;e:il mII:e
. . . - , Courtyard Healthcare
cerebral 1sch'em1c attack, unspecified, and Center respectiully requests a
vertebro-basilar artery syndrome. desk review for this survey. If
approved, we would be willing to
A (name of local hospital) admission zrowde atnyt.and all o
) ocumentation requeste
F)rd?r, dated 2/14/16_ at9:25 AM., including, but not limited to:
indicated " Ranolazine [Ranexa - an education records, policies and
antianginal medication] 1,000 MG procedures, check lists, and
[milligram] tab [tablet] er [extended forms that have been completed,
release] 12h [hour] Dose: 1,000 revised or implemented as part of
o ] s this plan of correction. F 157
Milligram Oral Daily At Bedtime...." NOTIFY OF CHANGES
(INJURY/DECLINE/ROOM,ETC)
Resident B's March 2016 Medication This facility will immediately
Administration Record (MAR), indicated inform Fhe rsasndent;' gonsult W_'th
the resident’s physician; and if
the first dosage of Ranexa 1000 mg at known, notify the resident's legal
bedtime was not documented as representative or an interested
administered between the dates of family member when there is an
2/14/16 and 2/18/16 accident involving the resident
) which results in injury and has the
) potential for requiring physician
The nursing progress notes, dated 2/14/16 intervention; a significant change
through 2/25/16, lacked any in the resident’s physical, mental,
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documentation related to the notification or psychosocial status (i.e., a
of the on call doctor, the primary deterioration in health, mental or
.. L psychosocial status in either life
physician for Resident B or any new threatening conditions or clinical
physician orders related to the complications); a need to alter
administration of Renexa at bedtime. treatment significantly (i.e., a
need to discontinue an existing
Duri . . d d with LPN form of treatment due to adverse
uring an interview conducted wit consequences, or to commence a
(Licensed Practical Nurse) #1 on 3/30/16 new form of treatment);or a
at 9:30 A.M., LPN #1 indicated she was decision to transfer or discharge
the nurse who was working with Resident Ephe rc:s@&nt fr':alml the facmt)t/ll
. . . is facility will also promptly
B a.t .the time .Of l'ns admission to the notify the resident and the
facility. She indicated when she resident’s legal representative or
reviewed Resident B's admission orders interested family member when
she noted that he had not received the there is ? change in rciom or
. i roommate assignment as
Ranexa IOQO mg dose at bedtlme.whlle specified in 483.15(e)(2):0r a
in the hospltal and she thought this was a change in resident rights under
new medication for him and at such a Federal or State law or
high dose she questioned whether or not regulatlor;ls(g;?;)eﬂfﬁd in ;
. .. paragrap of this section.
the medl-cat%on should be administered. The facility will record and
LPN #1 indicated the on call doctor was periodica”y update the address
contacted for clarification orders on and phone number of the
2/14/16 but the doctor did not clarify the _fetS'deT Z 'fegalll represgntatlve or
oL . . interested family member.
order. a.nd indicated Resident B's primary Corrective Action: Resident B
clarify the order. LPN#1 indicated How others are identified: All
Resident B's primary physician was residents have the potential to be
contacted on 2/15/16 with no response. 22;:?2 bythis alleged deficient
LPN #1 indicated she did not document PreventativeMeasures:
the notification of the on call physician or Licensed nurses were educated
the attempt to contact the primary care on notification of changes related
physician in the medical record she to new a.les.smns/ readm|s§|ons
and clarification of orders with the
documented her atten?pts. on the 24 hpur attending physician. An
report sheet. LPN#1 indicated she did additional section was built into
not know if any further attempts to our admission assessment to
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contact Resident B's primary physician provide our nurses the
were made. gpportur-\ity to document the
information. Monitoring: The
Director of Nursing/Designee will
On 3/30/16 at 9:45 A.M., the 24 hour monitor admission/readmission
report sheets, dated 2/14/16 and 2/15/16, documentation for physician
were reviewed. Each sheet indicated the notification and medication
physician had been notified related to a f(l;:gg:tt;or};r; |;1L(j:3irtn \I/\r/]lﬁ continue
need to clarify the Renexa 1000 mg order for 6 months. Results of this audit
but did not indicate any instruction by the will be presented to QAPI for
physician related to the administration of need for further monitoring.
.. . .- Dateof Completion: April 6,
the medication while waiting for 2016,
clarification from the primary physician.
On 3/30/16 at 10:55 A.M., an interview
was conducted with the Director of
Nurses (DON). The DON indicated that
she had reviewed Resident B's clinical
record and did not find any
documentation of the on call doctors or
the primary care physicians notification
in the clinical record. She indicated that
the resident's primary care physician gave
instruction on 2/19/16 for the
administration of Renexa 1000 mg at
bedtime but that it was not documented
in the nurses notes it was written as a
physicians order. She further indicated
she did not know if any further attempts
to notify the resident's primary physician
were made between 2/15/16 and 2/19/16
but that in the past it takes this particular
doctor a long time to respond to facility
communication and that her expectation
would be that if an order needed to be
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: L14211 Facility ID: 000091 If continuation sheet Page 5 of 10
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F 0282
SS=D
Bldg. 00

clarified a order would be obtained to
either hold or discontinue the medication
until a clarification order could be
obtained.

On 3/30/16 at 8:45 A.M., the DON
provided the current policy, "Medication
Orders," effective date January 2007.
The policy indicated "...Procedures...B.
Any dose or order that appears
inappropriate considering the resident's
age, condition, allergies, or diagnosis is
verified with the attending physician...."

This Federal tag relates to Complaint IN
00195394.

3.1-5(a)(1)

483.20(k)(3)(ii)

SERVICES BY QUALIFIED PERSONS/PER
CARE PLAN

The services provided or arranged by the
facility must be provided by qualified
persons in accordance with each resident's
written plan of care.

Based on record review and interview,

the facility failed to ensure the plan of

F 0282 Please accept this Plan of
Correction as our facility’s
Credible Allegation of compliance

04/06/2016
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care was followed for a resident who was for our Recertification and State
to receive a prescribed medication for lc_nIr::l\(jlr;srzrrlziugvoinCogSIl:ri?siion
one of three residents reviewed. of this Plan of Correction is not an
(Resident B) admission by Courtyard
Healthcare Center that the
Finding includes: deficiencies alleged in the survey
' are accurate or that they depict
o the quality of nursing care and
On 3/29/16 at 1:30 P.M., the clinical services provided to the residents
record for Resident B was reviewed. of our facility. This plan of
Resident B was admitted to the facility colrrT:cttl)on 1S belcr;g. submitted
. . solely because doing so is
on 2/14/16. Diagnoses included but were requiied by state ang federal
not limited to, atherosclerotic heart law. Considering the volume,
disease of native coronary artery with scope, and severity of the alleged
unspecified angina pectoris, transient ?heﬂcc;:\jg ;;eglcgs nr?teddln
. . . e - , Courtyar
cerebral 1sch'em1c attack, unspecified, and Healthcare Center respectiully
vertebro-basilar artery syndrome. requests a desk review for this
survey. If approved, we would
A [name of local hospital] admission ze wﬂlmgttot.prowde arly;nd all
ocumentation requeste
order, dated 2/14/16 at 9:25 A.M., naluding. but e o
indicated " Ranolazine [Ranexa, an education records, policies and
antianginal medication] 1,000 MG procedures, checklists, and forms
[milligram] tab [tablet] er [extended that have been completed,
release] 12h [hour] Dose: 1,000 revised or implemented as part of
o ] s . this plan of correction F 282
Milligram Oral Daily At Bedtime.... SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN
Resident B's March 2016 Medication Services provided or arranged by
Administration Record (MAR), indicated ;hljz Ifzzgltge\,:s”c::: iirg\éf:r(;:rfce
the first dosage of Ranexa 1000 mg at with each resident’s written plan
bedtime was not documented as of care. Corrective Action:
administered between the dates of Resident B no longer resides at
2/14/16 and 2/18/16. this facility. How others are
identified: All residents have the
. potential to be affected by this
The nursing progress notes, dated 2/14/16 alleged deficient practice.
through 2/25/16, lacked any Preventative Measures:
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documentation related to the notification Licensed nurses were educated
of the on call doctor, the primary on not|f|cat|9n .Of changes'rellated
.. . to new admissions/readmissions
physician for Resident B or any new and clarification of orders with the
physician orders related to the attending physician. An
administration of Renexa at bedtime. additional section was built into
our admission assessment to
. . . . provide our nurses the
During an interview conducted with LPN opportunity to document the
(Licensed Practical Nurse) #1 on 3/30/16 information. Monitoring: The
at 9:30 A.M., LPN #1 indicated she was Director of Nursing/Designee will
the nurse who was working with Resident monitor admission/readmission
B at the ti £ his admission to th documentation for physician
a' ) ¢ time _0 '1s admission to the notification and medication
facﬂlty. She indicated when she clarification on incoming
reviewed Resident B's admission orders residents. This audit will continue
she noted that he had not received the ford(?‘tmf)”n:)hs. Resutlts(,j ‘if tg: ol
. . audit will be presented to
Banexa IOQO mg dose at bedtnne.whlle for need for further monitoring.
in the hospital and she thought this was a Date of Completion: April 6,
new medication for him and at such a 2016.
high dose she questioned whether or not
the medication should be administered.
LPN #1 indicated the on call doctor was
contacted for clarification orders on
2/14/16, but the doctor did not clarify the
order and indicated Resident B's primary
physician should be contacted to clarify
the order. LPN#1 indicated Resident B's
primary physician was contacted on
2/15/16 with no response. LPN #1
indicated she did not document the
notification of the on call physician or the
attempt to contact the primary care
physician in the medical record she
documented her attempts on the 24 hour
report sheet. LPN#1 indicated she did
not know if any further attempts to
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contact Resident B's primary physician
were made.

On 3/30/16 at 9:45 A.M., the 24 hour
report sheets, dated 2/14/16 and 2/15/16,
were reviewed. Each sheet indicated the
physician had been notified related to a
need to clarify the Renexa 1000 mg order
but did not indicate any instruction by the
physician related to the administration of
the medication while waiting for
clarification from the primary physician.

On 3/30/16 at 10:55 A.M., an interview
was conducted with the Director of
Nurses (DON). The DON indicated that
she had reviewed Resident B's clinical
record and did not find any
documentation of the on call doctors or
the primary care physicians notification
in the clinical record. She indicated that
the resident's primary care physician gave
instruction on 2/19/16, for the
administration of Renexa 1000 mg at
bedtime but that it was not documented
in the nurses notes it was written as a
physicians order. She indicated she did
not know if any further attempts to notify
the resident's primary physician were
made between 2/15/16 and 2/19/16, but
that in the past it takes this particular
doctor a long time to respond to facility
communication and that her expectation
would be that if an order needed to be
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clarified a order would be obtained to
either hold or discontinue the medication
until a clarification order could be
obtained.

On 3/30/16 at 8:45 A.M., the DON
provided the current policy, "Medication
Orders," effective date January 2007.
The policy indicated "...Procedures...B.
Any dose or order that appears
inappropriate considering the resident's
age, condition, allergies, or diagnosis is
verified with the attending physician...."
This Federal tag relates to Complaint
IN00195394.

3.1-35(g)(2)
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